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Abstracts / International Journal of Surgery 23 (2015) S15eS134S52Results: 56 males, Age 57 years (32e86), divided into Group A (func-
tional bowel disorders, n ¼ 45) and Group B (preoperative assessment,
n¼11).
Group A included incontinence [AI] (n ¼ 37), constipation (n ¼ 3) & low
anterior resection syndrome [LARS] (n ¼ 5). Physiological diagnoses
reached in AI are internal anal sphincter (IAS) and/or external anal
sphincter (EAS) dysfunction and deranged rectal compliance. In 8 patients
with AI, no physiological abnormalities were found. All patients with
LARS had abnormal reservoir and IAS dysfunction and one had EAS injury.
Group-B included patients seeking stoma closure (n ¼ 6), three of whom
were deemed unsuitable and preoperative assessment for recurrent anal
disorders [n¼ 5; piles, (n¼ 1), ﬁssure (n¼ 4)] one of whom had signiﬁcant
sphincteric injury.
Deﬁnitive diagnosis and decision were reached in 46 patients (82%).
Conclusion: ARP allowed objective assessment and decision making in
majority of males presenting to a functional bowel service.
0772: LAPAROSCOPIC MANAGEMENT OF COLOVESICAL FISTULA: THE
PREFERRED SURGICAL APPROACH?
Y.N. Neo*, L. Bonomo. Ninewells Hospital, UK
Aim: Colovesical ﬁstula is an uncommon but severe complication of
diverticular disease. To date, open surgical approach remains the standard
treatment option. Although laparoscopic management for complicated
diverticulitis has been shown to be effective in literature, there is scarce
evidence about its role in the management of colovesical ﬁstula. This is the
largest European study which examine the feasibility and safety of lapa-
roscopic management of colovesical ﬁstula.
Methods: A single-centred retrospective analysis was performed on 16
consecutive patients with colovesical ﬁstula who underwent one-stage
laparoscopic excision of ﬁstula, sigmoid resection and bladder recon-
struction. Intraoperative and early postoperative complications (within 30
days) were recorded. Long-term outcomes were observed across a period
of 12 months follow-up.
Results: Mean operating timewas 193 ± 10.5minutes andmean blood loss
140 ± 30.8 mL. Four were converted to open procedure with an associated
longer hospital stay (p < 0.01). Mean total hospital stay was 10.2 days and
median was 6. Fifteen (93.8%) patients had return of bowel function in 4
days. There was no reported anastomotic leak or bladder leak. There was
no recurrence of ﬁstula over 1 year. Mortality rate was zero.
Conclusion: Laparoscopic surgical treatment of diverticular colovesical
ﬁstula is feasible with no excess morbidity, in the setting of appropriate
surgical expertise.
0904: THE USE OF INFLAMMATION-RELATED MARKERS TO PREDICT
OUTCOME IN RECTAL CANCER
C. Reid a,*, C.A. Fleming a, H.M. Mohan a, K. Schmidt a, F. Cooke b. aWexford
General Hospital, Ireland; bUniversity Hospital Waterford, Ireland
Aim: In this study we aimed to analyse the usefulness of acute phase re-
actants to predict responses to NAT and other outcomes in rectal cancer.
Methods: We analysed prospectively maintained data of rectal cancer
patients treated in the South East of Ireland from 2010-2014.Basic de-
mographics, radiological and pathological features were tabulated.
Neutrophil-lymphocyte ratio (NLR), platelet-lymphocyte ratio (PLR),
serum-albumin(SAL) and CEA levels within 7 days prior to NAT were
calculated. Tumour response to NATwas estimated based on TRG system of
the American Joint Committee on Cancer 7thEd.Circumferential resection
margin (CRM) was graded using AJCC scoring. Statistical analysis was
performed using SPSS.
Results: 203 patients with rectal cancer were managed by the South-
Eastern Rectal Cancer Network.61.7% of patients were male and 39.3% fe-
male.130 patients(64%) underwent surgery with curative intent of which
90% received NAT.14.3%(n¼ 17) achieved CPR following NAT,26.1%(n¼ 31)-
TRG1,27.7%-TRG2,31.9%-TRG3.80.7% achieved an R0 resection(8.4% R1 and
2.5% R2).Elevated NLR was signiﬁcantly associated with positive lymph
nodes post-NAT(p ¼ 0.027)and lower chance of achieving R0
resection(p ¼ 0.009).Low SAL was predictive of not achieving an R0resection(p ¼ 0.004)and elevated CEAwas most predictive of positive post
NAT lymph node positivity(p ¼ 0.003).
Conclusion: While inﬂammatory markers are predictive of CRM resection
status and lymph node positivity post-NAT they alone do not predict
overall tumour response to NAT and downstaging. Further research is
warranted.
0906: CAN INFLAMMATORY MARKERS BE USED TO PREDICT COMPLETE
PATHOLOGICAL RESPONSE IN RECTAL CANCER
C. Reid a,*, C.A. Fleming a, H.M. Mohan a, K. Schmidt a, F. Cooke b. aWexford
General Hospital, Ireland; bUniversity Hospital Waterford, Ireland
Aim: We sought to identify if baseline-inﬂammatory markers act as an
adjunct to MRI for prediction of Complete Pathological Response.
Methods: We analysed data of rectal cancer patients treated in the South
East of Ireland from 2010e2014.We identiﬁed patients who received NAT
and achieved radiological or pathological CPR. Demographics, radiological
and pathological features were tabulated. Neutrophil-lymphocyte ratio
(NLR), platelet-lymphocyte ratio (PLR), serum albumin (SAL) and CEA
levels within 7 days prior to NAT were calculated. Tumour response to
NAT was estimated based on TRG system of the AJCC7th Ed. Association
between post-operative CPR and raised inﬂammatory markers was
analysed.
Results: 203 patients with rectal cancer were managed by the South
Eastern Rectal Cancer Network. 24 patients achieved radiological (MRI) or
pathological CPR. Mean age was 67.1 years (range 59e80), a 1:3 female:-
male ratio was observed.62.5%(n¼15)of patients were tumour stage3 on
pre-NAT MRI,12.5% (n ¼ 3) were T4.All patients received chemo/radio-
therapy. NLR (p¼0.43), PLR (p¼0.34), SAL (p¼0.64) and CEA (p¼0.32) alone
were not predictive of CPR. In this sample group 7patients (29.2%) had CPR
on MRI but remnant disease following surgical excision (4 ¼ T3,
3 ¼ T2).Correlation of post-NAT MRI and post-operative histology was not
signiﬁcant in this small sample size (p¼ 0.235).However, when raised NLR
is considered with post-NAT MRI CPR, it is signiﬁcantly associated with
histological-CPR (p ¼ 0.042).
Conclusion: Raised NLR and complete pathological response on post-NAT
MRI is more predictive than MRI alone for histological CPR in rectal cancer
patients following NAT.
0931: LAPAROSCOPIC VERSUS OPEN T4 COLONIC CANCER RESECTION
J. Dixon a,*, A. King a, D. Harji b, P. Sagar b. aUniversity of Leeds, UK; b St
James's University of Leeds, UK
Aim: The role of laparoscopic resection in T4 colon cancer is controversial,
with the early laparoscopic randomised trials reporting variable out-
comes in this cohort of patients. We aim to examine the clinical and
oncological outcomes between laparoscopic and open T4 colon cancer
resections.
Methods: All consecutive patients undergoing surgery for a radiological
presumed T4 colon cancer between 2009 and 2012 from a prospectively
maintained database were identiﬁed. Data were collected on patient de-
mographics, operative detail, histological data and follow up status.
Results: 221 patients were identiﬁed, with 106 (48.0%) undergoing open
surgery and 115 (52.0%) undergoing laparoscopic surgery. Conversation rate
was 12.1%. The two groups were similar in pre-operative staging. R0 resection
rate was achieved in 75.9% with similar rates in the laparoscopic and open
group, 40.8% and 35.1% respectively, p¼ 0.74. Complication rates were similar
between the two groups (laparoscopic 19% versus open 23.5%, p ¼ 0.06).
Median length of stay was shorter in the laparoscopic group compared to the
open group (9 versus 14 days, p¼ 0.05). Overall 3-year survival was similar in
both groups, (laparoscopic 39% versus open 25%, p ¼ 0.27).
Conclusion: Laparoscopic surgery is feasible in T4 colon cancers with
comparable clinical and oncological outcomes, with the advantage of
faster recovery.
0945: T4 COLON CANCERS e ELECTIVE VERSUS EMERGENCY IN THE
MODERN ERA
Abstracts / International Journal of Surgery 23 (2015) S15eS134 S53A. King a,*, J. Dixon a, D. Harji b, P. Sagar b. aUniversity of Leeds, UK; b St
James's University Hospital, UK
Aim: To compare short and long term surgical and oncological outcomes
between patients following elective and emergency resection fo T4 colonic
cancers.
Methods: A prospectively maintained database was scrutinised to identify
all patients with T4 colonic cancer in our institution between 2009 and
2012.All data were analysed using SPSS version 22.
Results: 238 patients were identiﬁed, with 153 (64.3%) patients under-
going elective surgery and 85 (35.7%)patients undergoing emergency
surgery. 18.8% of patients requiring emergency surgery underwent a
laparoscopic resection compared to 50.3% in the elective group, p ¼ 0.05.
30 day postoperative morbidity rates were similar in both groups, Emer-
gency 18.8% vs Elective 21.6%, p ¼ 0.61. Length of stay was shorter in the
elective group compared to the emergency group (10 vs 12 days, p ¼ 0.05).
R0 resection margins were similar in both groups (Emergency 69.4% vs
Elective 70.5%, p ¼ 0.50). Adjuvant chemotherapy rates were similar in
both groups (Emergency 48.2% vs Elective 50.3, p ¼ 0.39). No differences
were detected in overall median survival (Emergency 18 months vs Elec-
tive 24 months, p ¼ 0.48).
Conclusion: Outcomes in emergency T4 colonic cancer are comparable to
that of the elective setting, with low rates of postoperative morbidity,
shorter length of stay and similar R0 resection margin rates and overall
survival.
0949: HIGH RESOLUTION INFRARED SPECTROSCOPY: RELIABLE, RAPID
DIAGNOSIS OF COLORECTAL CANCER IN THE COLON
R. Griggs a,*, J. Nallala b, G. Lloyd a, C. Kendall a, H. Barr a, N. Stone b, N.
Shepherd a. aGloucestershire Hospitals NHS Foundation Trust, UK;
bUniversity of Exeter, UK
Aim: Colorectal cancer is the second most common cause of cancer death
in the UK (2013). Most cancers arise from pre-existing adenomatous
polyps and the aim is therefore to detect these at an early stage before they
develop into a cancer or spread.
Methods: 36 parafﬁn-embedded samples were identiﬁed and thin sections
mounted on calcium ﬂuoride slides with a corresponding reference hae-
matoxylin and eosin stain. Each was mapped using a high-resolution
infrared microscope and the spectra measured. Accepted methods of
multivariate spectral analysis were undertaken and a classiﬁcation tool
developed using principal component analysis (PCA) to elucidate the spec-
tral differences, and linear discriminant analysis (LDA) to classify the tissue.
Results: High-resolution infrared spectral imaging was successfully
measured on all colonic samples. Over 500,000 spectra were generated and
analysed to identify differences between the groups and gather subtle
biomolecular information. Spectral differences between normal tissue and
cases of polyp cancer and invasive cancer were analysed in a three-group
model.
Conclusion: High-resolution infrared spectral imaging is proven to be
objective, reliable and rapid in the analysis of colonic parafﬁn-embedded
polyps. It is a potentially useful adjunct tool in the diagnostic pathway for
both early polyp and invasive cancers.Posters: Endocrine Surgery0159: A SINGLE POST-OPERATIVE DAY 1 PARATHYROID HORMONE
(PTH) LEVEL GUIDED DISCHARGE
F. Khoyratty*, A. Tan, L. Hyklova, M. Lansdown. Leeds Teaching Hospitals
NHS Trust, UK
Aim: To determine the clinical utility of adhering to the Australian Endo-
crine Surgeons guideline [2007] and the representation rate with hypo-
calcaemia following a normal post-operative PTH level.
Methods: A 2 cycle audit reporting hypocalcemia-related reattendances
following implementation of this guideline. Patients were selected from a
single surgeon's cohort undergoing completion or total thyroidectomy.Results: In the ﬁrst cycle, there were 20 patients; half of which had benign
and the other half had a malignant histological diagnosis. 4 patients
needed calcium and vitamin D supplementation due to low PTH and cal-
cium level. None of the 16 patients with normal postoperative PTH level
returned with hypocalcaemia.
In the re-audit, there were 30 patients; 73% (n ¼ 22) had benign and the
remaining 27% (n ¼ 7) had a malignant histological diagnosis. 3 patients
needed calcium and vitamin D supplementation due to low PTH and cal-
cium level .None of the 27 patients with normal postoperative PTH level
returned with hypocalcaemia.
Conclusion: The measurement of postoperative PTH level is useful in risk
stratifying postoperative hypocalcaemia and addressing the need for cal-
cium/vitamin D supplementation following total thyroidectomy. A normal
postoperative PTH level is a strong predictor of postoperative eucalcemia
and impacts substantially on the discharge protocol.
0559: CHANGES IN THE MANAGEMENT OF HYPERPARATHYROIDISM IN
THE SOUTH-WEST OVER 10 YEARS e A REVIEW OF CHANGES IN
REFERRAL PATTERNS AND PATHWAYS TO PARATHYROIDECTOMY
P. Leighton*, A. Edwards, J. Morgan. North Bristol NHS Trust, UK
Aim: The incidence of parathyroidectomy in England & Wales has almost
doubled over the past decade. In the South-West of England the caseload
has increased four-fold. There are several factors that could account for this
large rise in operative numbers, not previously quantiﬁed.
Methods: We investigated by comparing two randomized groups of pa-
tients from two periods a decade apart (2003e2006 and 2013e2014).
Results: We found that referral patterns have changed- 74% of referrals
are now from primary care, compared with 33% previously. In 45% the
reason for referral is an abnormal blood test from a GP investigating
symptoms; 19% are an incidental hypercalcaemia. This compares to 24%
and 0% respectively a decade previously. Inpatient referrals have
dropped. 81% are now seen by endocrinology before a referral to sur-
geons, compared to only 39% previously. Duration under endocrine
investigation, before surgical referral, has signiﬁcantly decreased (24
weeks compared to 57). Duration between surgical review and oper-
ation is signiﬁcantly lower (16 weeks compared to 26). The proportion
of renal patients is the same. Patient demographics were almost
identical.
Conclusion: This work will be used to streamline the service provided for
this growing patient cohort, as we begin to understand the changes in the
pathway to parathyroidectomy.
0581: PARTIAL VERSUS TOTAL LAPAROSCOPIC ADRENALECTOMY
K. Biggs 1,*, J. Norris 2. 1Brighton and Sussex Medical School, UK; 2University
of Cambridge, UK
Aim: A best evidence topic in endocrine surgery was written according to a
structured protocol. The question addressed was: In patients with adrenal
tumours relating to secondary hypertension, does partial laparoscopic
adrenalectomy [PA] as compared to total laparoscopic adrenalectomy [TA]
improve clinical outcomes?
Methods: A total of 113 results were discovered using the search protocol
described. Four articles represented best evidence to answer the clinical
question. The authors, journal, date and country of publication, patient
group studied, study type, relevant outcomes and results of these papers
are tabulated.
Results: Three of the four papers studied patients with aldosterone pro-
ducing adenomas (APA), showing satisfactory procedure safety and feasi-
bility in both groups. Almost all patients were shown to have
improvements in hypertension and plasma hormones, however one study
placed preference for TA due to the presence of microadenomas. The
fourth study evaluated the requirement for TAs in phaeochromocytoma
patients with recurrent tumours after partial adrenalectomies, concluding
that PAs are justiﬁed due to the low risk of malignancy.
Conclusion: Therefore the clinical bottom line relies on a careful risk-to-
beneﬁt assessment to determine the approach. With TAs resulting in life-
long steroid therapy, the risks of retaining micronodules needs to be
considered against the beneﬁt of preserving functioning tissue.
